SUMMARY The distribution of diastolic blood pressure (DBP) was compared between those who responded to a first written request to attend at their general practitioner's surgery for screening for hypertension and those who needed more intensive effort encouraging them to attend. After excluding 25% of the population whose current address could not be traced, 92% of the remainder were eventually seen and screened. There was no association between diastolic blood pressure and effort needed to bring the patient to screening, and this applied to all patients both with and without a history of hypertension. Thus it appears that unlike screening for cervical cancer, screening for hypertension may not selectively tend to miss the groups most at risk.
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There is general agreement that screening for hypertension should attempt to cover the whole population and that in the United Kingdom, general practice provides the most appropriate baseline population. ' There are an increasing number of reports of screening for hypertension in general practice where the practice population have been invited to attend for screening.?7 The non-response rate was generally around 20-25%,3 5 though in ideal circumstances with enthusiastic general practitioners and a compliant patient population the non-response rate may be as low as 10%.6 It is important, however, in evaluating the effectiveness of screening for hypertension to assess the prevalence of hypertension in non-responders. Hodes et a14 found that of the non-responders who later attended their general practitioner for some other reason, the prevalence of hypertension was higher than that in the screening response group. Fulton et al observed no difference in history of hypertension between screening responders and non-responders (paper presented at IX International Scientific Meeting, International Epidemiological Association, Edinburgh, 1981 
Subjects and methods
Subjects were all patients aged 50 to 65 on 1 January 1980 in two general practices, one a single-handed practice and the other a health centre based group in the London Borough of Hackney. The patients were identified simultaneously during the compilation of age/sex registers by the local family practitioner committee. Patients for whom subsequent exhaustive inquiries in the practices, local post office, and from neighbours failed to provide a correct current address were excluded from the analysis. Also excluded were nine patients who were in hospital and four who were physically unable to attend a screening clinic. Thus 1042 patients were potentially available to attend.
Each patient was sent an invitation signed by their own general practitioner asking him/her to attend on one of three dates and times for screening. Patients who requested an alternative time were sent a further appointment and counted as a first attender. All nonattenders had their addresses checked and if appropriate a second "first" invitation was sent to the new address. A failure to attend after the first invitation was followed by a second and, if necessary, a third request. The patient was visited at home if no response had been received after three letters.
All blood pressures were recorded by the same observer (CML), using the Hawksley random zero sphygmomanometer. All There was no observed association between attendance and diastolic blood pressure irrespective of hypertension history (table 2). As the yield, however, for a given level of screening is a function of both hypertension rate and attendance, in the present study nearly 80% of all newly discovered "hypertensives" came as a result of the first request (table 3) . Home visiting detected only one patient with diastolic blood pressure > 105 mm Hg (who was a previously diagnosed hypertensive and had lapsed from this treatment). Similarily, of 140 "borderliners" discovered, only six (4%) were picked up at home while 70% were picked up at the first request.
Discussion
There are three reservation in applying these results to other groups. Firstly, our population was from a deprived inner urban area and behaviour patterns may vary in other groups. Nevertheless, we have detected no differences in response by diastolic blood pressure distribution among the different socioeconomic groups in this study. Secondly, we were unable to discover a current address for a quarter of the population identified from the age/sex registers. This group being highly mobile may not be poor attenders and in addition might have a different risk for hypertension. Within the population, though, we were able to identify a subgroup for whom, 
